INTELLECTUAL RETARDATION  by Mernitz, M.
60 THE AUSTRALIAN JOURNAL OF PHYSIOTHERAPY
INTELLECTUAL RETARDATION
M. MERNITZ, A.U.A., M.A.P.A.
South Australia
The aim of this paper is to discuss some
general aspects of intellectual retardation, the
physiotherapist's role in the treatment of chil-
dren suffering the effects of this handicap and
to mention briefly some of the techniques and
problems of physiotherapy for these children.
Until 1963 all people suffering from men-
tal handicaps were grouped together under
the heading of Mentally Defective. This was
defined by law as meaning "a person, who
owing to his mental condition, requires over-
sight, care or control for his own good or in
the public interest, and who, according to
the nature of his mental defect and to the de-
gree of oversight, care, or control deemed
to be necessary, is included in one of the foI-
lowing classes:
Class I-persons of unsound mind,
Class II-persons mentally infirm,
Class III-'idiots', that is, persons so de-
fective in mind from birth or from an
early age as to be unable to guard them-
selves against common physical dangers,
Class IV-'imbeciles', that is, persons who
though capable of guarding themselves
against common physical dangers, are
incapable, or if of school age will pre-
sumably when older be incapable of
earning their own living by reason of
mental defect existing from birth or
from an early age."
In 1964 however the Mental Health Act
was amended to alter this classification of
mentally defective persons into only two
groups:
a) a person who is mentally ill;
b ) an intellectually retarded person: "in..
tellectually retarded" being defined as
a person "suffering from an arrested or
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incomplete development of mind in-
cluding subnormality of intelligence of
a nature or degree which requires or is
susceptible to medical treatment or
other specialized care or training."
This change in the law underlines the
changing attitude to the care of these chil-
dren. Dr. R. Koch writing in the Journal of
the American Physical Therapy Association
calls Mental Retardation an Important Pub-
lic Health Problem and suggests that with
the "resolution of such problems as polio-
myelitis, diphtheria, smallpox, etc., members
of the health professions are turning their at-
tention to other fields of interest such as pre·
natal care, child health and mental health".
Robinson & Robinson (1965) say "Probably
no other Public Health problem of such
enormity has been so blatantly neglected" ..
They state that "After a long period of gross
neglect and untold suffering mental retarda-
tion has at last come of age in the list of
human ills which command public attention
and support".. They also feel that there is an
"apparent growing acceptance in our society
of the mentally retarded child as 'one of
, "us .
In some c01IDtries an I.Q. of 75 is taken
as the lowest normal but as far as the Mental
Health Services in South Australia are con-
cerned, an I.Q. of 70 and under is regarded
as subnormaL The old terminology of
feebleminded, idiots and imbeciles has now
been replaced with mildly retarded, moder..
ately retarded and severely retarded.. The
I.Q" for each group being 50-70, 30-50 and
0-30 respectively.
Generally tests for intellectual retardation
in the first few years of life are confined to
sensory motor development, consequently
marked delay in sitting, crawling, standing,
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walking, talking and habit training are re-
garded as important criteria, although Illing-
worth suggests unscorable items such as the
child's alertness, responsiveness and co-opera-
tiveness; the extent to which his attention
can be held and his determination to get
toys beyond his reach are most important
signposts.
INTELLECTUAL RETARDATION
Examiners who depend mainly on testing
gross motor development feel that this can-
not be used as a basis for prognosis hut
Illingworth claims that intellectual potential
can be fairly accurately foretold if adequate
attention is paid to the points previously
mentioned. He feels that the most favour ..
able age is 6-7 months because of the clear
landmarks of motor behaviour, plus chew..
ing and imitation of adults, e.g., coughing
and 9-10 months when index finger grip in
manipulation should appear.
Tests for school age children tend to test
the facility with which knowledge is acquired
as a function of experience and tests for
adults are aimed at the degree of social ad..
justment of the individuals. One of the
main psychological tests used in South Aus-
tralia is the Vineland Social Maturity Scale,
a test which combines all of these areas.
Incidence
Mental retardation is not a clear cut disease
like whooping cough or diphtheria" In its
milder forms a person would not "have it"
except by comparison with mean average in-
tellect of the community in which he lives. In
our society intellect seems to be equated with
education but the individual who could be
regarded as defective in the opinion of our
culture might have been regarded as a su-
perior type had he been horn into a com~
munity where simple dancing or physical
strength were the admired accomplishments.
The extent of the problem on a world scale,
and this is a condition found in all countries,
is very difficult to assess. The World Health
Organization compiled some statistics but say
that the figures should be most carefully in-
terpreted because of the varying criteria used
and the fact that only those individuals in
hospitals for the Intellectually Retarded were
included.
Figures from the United Kingdom are
likely to be the most accurate because of:
a) long established social services;
b) social policy of institutionalization;
c) the National Health Scheme;
d) education of the population in intellec..
tual retardation.
The Board of Control of the National
Health of South Australia in its annual re-
ports in 1954 and 1959 show 3.3 per 1,000
and 2.9 per 1,000 respectively. A survey
carried out in Middlesex by Goodman and
Tizard in 1962 showed 2.6 per 1,000 hut a
marked increase in mongolism. This in-
crease is generally felt to be due to increased
medical care and to greater recognition of
mongol infants, although some authorities
feel that these two points scarcely account
for the steady increase in world wide mon..
golism"
Only in Victoria has anything like a com-
prehensive survey been done in Australia.
This survey covering children from 0-16
years showed for 10,000 of population in
this age group, 4.9 severe, 14.2 moderate and
45.6 mild intellectual retardation. These fig-
ures are low compared with U.K. and U.S.A.
but are affected by the fact that almost 20%
of the 10,000 children were migrants born
outside Australia and any defective children
would have been screened out by emigration
authorities In South Australia figures quoted
by Dr.. Kent, Assistant Director, Mental Health
Services and in charge of care for the intel ..
lectually retarded, are "overall prevalence in
population 8.57/1,000; this total is made up
of 6.7 mildly retarded, 1.52 moderately re-
tarded and 0.35 severely retarded. The esti-
mated number of beds needed in institutions
is 1.3 per 1,000 of total population. There
are at present in the two major mental hos~
pitals 566 mentally retarded patients of all
ages. Eighty..three are awaiting admission,,"
Etiology
The reason why a person is intellectually
retarded is not always easily discovered. One
authority states that if all women over 40
years of age could he dissuaded from mother..
hood the incidence of mongolism would be
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reduced by 30%, yet this does not account
for the other 70%, and young mothers do have
mongol children. Mongol children all ex-
hibit chromosome abnormality but in those
of older mothers this is due to extra chromo-
some material, whereas in those of young
mothers it is due to a translocation of an
existing chromosome. Yet the children show
the same clear cut symptoms of mongolism.
In the milder forms of intellectual retard-
ation, socio-economic factors play an impor-
tant part. In America studies have shown
that a mother in a poor area may not have
had any pre-natal medical care before pre-
senting herself at the hospital in second stage
of labour. Poor pre-natal care and probably
poor diet are known to increase premature
deliveries and prematurity is statistically
proven to be associated with a percentage of
intellectual retardation. The intellectually
handicapped child born into such a poor en-
vironment is unlikely to receive the extra care
he needs to develop. In Australia this factor
does not play such a major part in the overall
picture of intellectual retardation but there
are still many incidences of either overm pro-
tective or rejecting parents who create a poor
environment for the child. Many intellectu-
ally retarded children have disabilities of
other senses, for example, sight or hearing,
which also creates a deprived environment
and frequently these disabilities are not re-
cognized early in the child's life.
The known causes of intellectual retard-
ation are many and varied. They may occur
at conception, at any point in the intra..uterine
life of the child, during birth or at any time
after birth. One child may suffer from someM
thing that happened in a single instant, while
another's handicap may be caused by a com·
plicated series of interrelated events occur-
ring over several months or years. They
may be divided into three groups as in the
following table by Tredgold and Soddy
(1963) . (See Table 1.)
Some degree of intellectual retardation is
often associated with congenital deformities,
particularly of the face, skull or spine.
Investigators today are approaching the
unanswered questions about human heredity
with a much broader and more sophisticated
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perspective than ever before. Research is
underscoring the necessity for a much fuller
understanding of the genes role in determin-
ing human growth and behaviour. In 1959
the extra chromosomal material in the cells
of Mongols was discovered and because of
recent advances in photography more facts
will he discovered about chromosomes and
genes. Because of mutations however, the
hope of producing a race entirely free of
harmful genes seems nothing hut a dream,
and Robinson and Robinson (1965) sound
an ominous note by commenting that one of
the major known causes of mutation is radio~
activity. Since these mutations are recessive
the damage may not become apparent for a
number of generations.
THE ROLE OF THE PHYSIOTHERAPIST
Dr. Koch in discussing the role of the
physiotherapist in mental retardation1 states
that "by virtue of a neurological orientation
in training and by experience in practice the
physical therapist is indeed an ideal profes-
sional who should be participating to a
greater extent in the care of the mentally re-
tarded. Yet this has not been so in the past."
He points out that an appreciable number of
the children have neuromotor handicaps
which have received little attention and that
if the physiotherapists will accept a more
limited goal for the patient in walking and
feeding and simple self help these simple
goals are of immense help, to the child's
mother in particular. Because he is associ·
ated with a travelling clinic project in
Southern California Dr. Koch sees the child
being treated at home, where the physio-
therapist would also have a major role in
counselling parents in handling the children.
Britta Holle, who spoke at the Fifth World
Conference for Physical Therapy in Mel-
bourne, worked with high grade intellectu-
ally retarded children with only minimal phy-
sical handicap and she saw the Physiothera-
pist's role as helping to make the child as
attractive and normal looking as possible,
through improved posture and co-ordination,
and to enable the child eventually to earn his
own living or work in a sheltered workshop.
lMentaI Retardation-An Important Public Health Prob-
lem. "Physical Therapy", 46, 7.
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This paper is based on 18 months experi-
ence in Psychiatric Hospitals in South Aus-
tralia where the patients treated were, in the
main, very low grade intellectually and con-
tact with parents was only minimal, although
this is increasing. There was an attempt
made to start some type of itinerant service
for the totally dependant children on the
waiting list; lack of staff, transport, etc.,
made this impossible at first but it has re-
cently been inaugurated.
The role of the physiotherapist in the
South Australian Mental Health Services is
primarily to do all she can to promote the
gross motor development of the child to the
point where he can participate in the train-
ing provided hy the Education Department.
Her secondary role is to co-operate with other
disciplines in a total programme of care for
the children.
To consider the secondary role first: An
overall programme is drawn up for each
child. The programme is under the direction
of the Resident Medical Officer and the first
member of the team with whom the physio-
therapist co-operates is the doctor. The phy-
siotherapist assists in the total assessment of
the child's physical condition and makes re..
commendations for splinting or special fur-
niture. The speech therapist is another im~
portant member of the team, because a very
large percentage of the children are without
speech or have only a very limited vocabu-
laryw The speech therapist has drawn up a
Group Theoretical Pathogenesis Examples of ClinicalVariety
I. Primary Subcultural defect
II. Developmental
A. Genetic fauIt Neuronal lipoidosis Gargoylism
Amino acid metabolism Phenylpyruric defect
Carbohydrate metabolism Galactosaemia
Water and electrolyte Diabetes insipidus
disturbances
Copper metabolism Wilson's disease
Thyroid development Cretinism
Bony development Tuberose sclerosis
C.N..S. development Neurofihromatosis
B. Chromosomal Mongolism
abnormality
c. Epigenetic Micropolygyria
III. Environmental
A. Traumatic 1. Foetal Irradiation Microcephaly
2. Birth Trauma Little's Disease and
allied conditions
B. Infective 1. Foetal Rubella, Syphilis
2. Natal
3. Post...Natal Meningitis
Encephalitis, Lead
Poisoning
c. Deprivative Physical Some Cretinism
Psychological Isolation Autism
TABLE 1.
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list of words which all members of the staff
should use when speaking to the child, for
example, chair, instead of seat or stool and
trousers instead of pants or overalls. The
physiotherapist should know these words and
use them. She should also talk to the child
during treatment and encourage any attempts
the child makes to vocalize"
A toilet training programme is very im..
portant. Since improper toilet habits are
regarded as anti-social, the child's scope is
tremendously limited if he is not toilet
trained. The usual routine is to toilet the
child every two hours, no matter what other
activity is in progress, for approximately
five minutes and reward the child with your
obvious approval if he performs satisfactor-
ily. One of Adelaide's prominent psychiat-
rists commented with obvious condemnation
on some centre he visited in London where
as far as he could see thousands of pounds had
been spent for no other purpose than to pro-
vide mentally retarded children with facilities
for toileting every five minutes. In his opinion
the money would be much better spent on
centres for the psychiatrically ill. Under-
standing from those within the Mental Health
Services is also lacking.
The children who can go to school usually
attend from 9.00 a.m. until 3.15 p.m. The
schools have not been established very long
in their present form and they guard their
time with the children rather jealously, as
they also have set their goals for the child.
The physiotherapist has to try to fit in with
the programme and stagger the child's treat-
ment time so that they do not always miss
instruction in the same things" This "fitM
ting in" is rather a problem all round. Maxi-
mum activity is carried on in the wards from
8,,45 a.m" to 5..00 p.m.. Monday to Friday
All disciplines appear to be competing for
the child's time and attention and between
8.00 a,m. and 5.00 p.m. the child also has
three meals, has to be dressed and undressed,
bathed at least once and sometimes twice and
have all other activities such as physiother-
apy, play therapy or school, speech therapy,
medical attention, and so on. The relation-
ship between the physiotherapist and the
nurses is a little like the relationship with a
Aust. J. Physiother., XV, 2, June, 1969
child's mother. No one will co..operate with
anyone unless they are convinced of the rea..
son behind the request.. The very dangerous
practice of holding the nose of a child who
was a feeding problem in order to make it
open its mouth has been eliminated by short
talks, strongly backed up by the doctors, ex·
plaining the risks of giving the child an in..
halation pneumonia.
Lists of children who because of spasticity
or other problems should not lie on their
backs were put up in each ward to remind
nurses when putting the children to bed. In-
struction in applying and caring for gear was
given to sisters and nurses. Instruction in
dressing spastic children was also given and
the nurses were encouraged to dress children
in sitting if the child had sitting balance
rather than lying down. This had been the
normal habit probably because many of the
children were still in nappies and after put-
ning the nappy on with the child lying down
they continued to dress them in lying.
The relationship with the nursing staff
which is most important has gradually im-
proved with understanding of each other's
aims and problems The Senior Nursing
Tutor at one hospital had been most sceptical
of the value of treatment for the severely re..
tarded other than the old limit of custodial
care, but became our enthusiastic supporter
after attending a lecture demonstration, her
remark being, "how amazed she was at the
apparent social awareness of the children""
To accomplish the primary role of helping
the child develop to the maximum any poten-
tial he or she has for motor development re-
quires a number of things.
a) The physiotherapist must understand
normal child development;
b) She must assess the child as accurately
as possible and record this assessment
in some simple way that can be quickly
and regularly consulted in order to
estimate value of treatment. She must
also make some record of things that
are very difficult to measure--social re-
action, awareness of environment, con-
centration, and so on.
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c) She must plan a scheme of treatment
with a practical goal in mind, some-
times to maintain the status quo is as
much as she can expect.
d) She must have some imagination re-
garding adapting furniture and estab-
lish a good relationship with the vari-
ous skilled tradesmen who can help in
this work.
e) She must have a good working know-
ledge of the various techniques that
require little or no co-operation on the
part of the patient, such as Bobath and
P.N.F.
f) She must be prepared to spend a great
deal of time estahlishing contact with
some of the patients, keeping them near
her most of the day-talking to them,
etc.
As indicated in a previous paper, l the chil-
dren fall into five general groups:
1) Children who are developing the nor-
mal sequence of physical skills hut
these skills are many years behind those
normal for their chronological age.
2) Children whose sensori ..motor develop-
ment appears to have been arrested at
a very early stage.
3) Children with pathological reflexes and
spasticity.
4) Children with associated physical dis-
abilities not necessarily due to their
intellectnal retardati0 n.
5) Children who exhibit symptoms of the
schizophrenic syndrome.
Schemes of treatment need to be adapted
to suit the individual and the children, al-
though they should he treated close to each
other to help their social development, must
be treated individually. Many Bobath tech-
niques are used and various sized rollers are
employed to help propping or four-point
kneeling. Padded tyres are used successfully
in improving head and arm control by inhibi-
ting spasm. Gear and standing boxes were
used to encourage weight bearing and mov-
lEconomy or Humanity, "Aust. J. Physiother."~ 14, 1 :14.
able walking frames as the child progressed
-very few seemed able to use parallel bars
successfully.
A number of problems were met, and de-
spite various enquiries and visiting interstate
centres where discussions were held with other
physiotherapists, some of these problems have
not been entirely resolved. The most press~
ing problem is the severe scoliosis that some
of these children develop" One boy was so
severely deformed that it was almost impos-
sible to change his position from supine. He
had a flexed and dislocated right hip with a
flexed knee, his left hip was fixed in hyper-
extension with his knee at a right angle. His
pelvis and head were turned to the left and
his trunk to the right. He was constantly on
the verge of respiratory disaster which pre-
cluded the proposed surgery of a bilateral
removal of femoral heads. The only effective
change in his position was to hold him up-
right under his arms. Fortunately he was
very light in weight and the deformity of his
legs made him short in length. An apparatus
was developed to suspend such deformed
children. A corset was made to individual
measurements and the child was then hung
up by straps on the corset. The child's trunk
was gently and rhythmically rotated-the hope
being that the movement would help to relax
the trunk muscles and that gravity would
help to stretch out the scoliosis. Unfortun-
ately, due to various problems this apparatus
took up to nine months to gather together
and the patients chosen were very incapaci-
tated and were frequently too ill for treat-
ment and no real result could he claimed.
One of the patients has since succumbed to a
chest infection and the other is continually
on the verge of expiring. Some of the chil-
dren have obvious reasons for developing
scoliosis, for example, spasticity, but some
do not. Some have an asymmetrical reaction
to stimulation of extensor muscles. This was
discussed with the physiotherapists at the
Lady Herring Centre in Melbourne and they
were very interested and asked for a demon-
stration on one of their small patients who
was developing a scoliosis. He not only had
an asymmetrical response but stimulation to
either side of his spine caused a contraction
of his left extensors. In the children who
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showed this response an attempt was made to
desensitize the area by brushing, and to keep
the child from lying on his back-yet the
scoliosis continues to increase.
Special furniture is also a problem withw
out a clear cut answer. Fibre glass seems an
ideal medium but no furniture manufacturer
available to the Mental Health Services is
working with it. The problems of furniture
have therefore been left to the carpenters
working in the hospital to work out with the
physiotherapist. This is fairly satisfactory
with most children except suitable support
for the head of a hydrocephalic child. This
had seemed to be resolved by attaching a
goose neck to the back of the chair and hold-
ing the child's head erect with a cervical
traction halter.. Two of the children SUpm
ported this way progressed to holding up
their head without mechanical aid but the
Resident Medical Officer at one hospital will
not countenance this apparatus because of
the danger to the patient should they have a
fit while in the apparatus. She would not
agree with the suggestion that since the apM
paratus encircled the jaw and head the patient
could not choke by slipping forward onto it
and that if the patient was known to have
fits a fairly high chest strap could be added
which would keep him from slipping down
in the chair and possibly giving himself too
much traction.
The other specific problem, discussed inter R
state, was the child with feeding problems..
Sometimes this is easily overcome by check-
ing the temperature or making the food more
appetizing to the patient by adding some-
thing sweet to the savoury course, hut some-
times there is a real problem. Good results
have recently been attained by giving the
patient up to 15 minutes desensitizing or
facilitation before the meal. Unfortunately
the patients' diet is mostly soft, sloppy food
with little incentive to chew.. The nurses con-
tinue to feel that it is easier to feed this type
of diet to these children and that the child is
less likely to choke on soft food.
This attitude has not been overcome despite
pleas from the speech therapist and physio-
therapist about the need of a suitable diet to
help develop jaws, teeth, tongue, etc. Oral
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hygiene is a major problem with the chil-
dren. Many have gum growing high up on
their teeth, a condition which is associated
with certain drugs they need to control fits.
This feeding problem was discussed at Kew
Cottage Hospital in Victoria, where there
were two part-time physiotherapists attending
three afternoons per week, hut only to treat
post orthopaedic surgery patients and they
were not involved with feeding. It was found
that the nurses there were holding the patients'
noses to make them open their mouths. At
North Ryde Psychiatric Hospital in N.S.W",
there was a physiotherapist but she was not
associated with feeding and only said that
the nurses seemed to cope. At Mosman
Spastic Centre in N.S.W., the occupational
therapists and speech therapists helped with
the feeding problems and were experimenting
with the child in various positions on the
floor and various kinds of chairs and seemed
to be getting fair results.
The Government plans to build a large
Training Centre for the intellectually re~
tarded. This will be called Strathmont and
will be on land adjacent to Hillcrest Hospita!.
It was originally intended to be completed by
1970. After much discussion and overseas
enquiry, it seems, on paper, an admirable
centre incorporating all the most modern
equipment, buildings, and so on. To be 8UC~
cessful it will need professional staff orienta-
ted to the needs of these children and pre-
pared to develop suitable treatment pro-
grammes to help them to fuller and happier
lives.
SUMMARY
The paper includes:
1. An outline of causes and incidence of
the condition.
2. Discussion of the role of the physio-
therapist.
3. Consideration of three specific prob w
lems encountered by the author in Men-
tal Health Services in South Australia
and common to these children as a
group, viz:
a) Scoliosis.
b) A chair for Hydrocephalic children.
c) Feeding problems.
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